Background. To improve the detection, diagnosis and follow-up of depression in primary care patients, it has been proposed that GPs should employ assessment instruments as a complement to the consultation. However, most GPs do not use such instruments routinely. Objective. To explore perceptions of Swedish GPs on the use of instruments in the medical consultation. Methods. Twenty-seven GPs discussed in five focus groups that were digitally recorded, transcribed verbatim and analysed by systematic text condensation. Results. Six code groups emerged from the focus group discussions: (i) a perceived pressure from authorities and psychiatry to report depression scores; (ii) the scores were considered to be of limited value for the GP but could help the patient by facilitating sick leave compensation and hospitalization; (iii) instruments hampered the dialogue with the patient and non-verbal information was lost; (iv) the reliability of questionnaires was questioned; (v) instruments were seen as not fitting into primary care and GPs were uncertain how to use them and (vi) the main advantage of instruments was to promote communication with specific categories of patients. Conclusions. Using instruments to obtain a quantitative score of depression was of no benefit to the GPs. Given the weak evidence for the clinical relevance of many instruments, there is little reason to introduce them into practice. However, the instruments can facilitate communication with external actors and specific groups of patients.
Introduction
The views of GPs regarding depression and how it should be identified and managed are well documented. A systematic review (1) concluded that the most preferred strategy for GPs was to rule out somatic causes for symptoms followed by watchful waiting. However, current evidence indicates that half of patients with depression in primary care go undetected (2) . There are also indications that patients benefit from regular feedback of symptom severity (3) . Use of assessment instruments (examples are listed in Table 1 ) may facilitate identification and follow-up of depression. Such instruments, as part of the medical consultation, are recommended in some guidelines (4, 5) . On the other hand, the UK Quality and Outcome Framework has abandoned incentives for measuring severity of depression.
The Swedish Board of Health and Social Welfare has issued National Guidelines for the management of depression and anxiety but has omitted guidance regarding instruments, due to disagreement in the GP expert panel. Some local guidelines advocate the use of questionnaires for case finding and follow-up but use of instruments is not incentivized anywhere. A survey of a random sample of 300 GPs (response rate 42%) found that <40% used instruments regularly, either for case finding or for severity grading (6) .
To be able to plan a research study, it was necessary to understand factors that impact the use of questionnaires and structured interviews for depression during the medical consultation in Sweden. We held the preconception that even in the presence of a local guideline, the decision to use instruments would depend on the GP's own judgment. Therefore, the aim of this study was to explore the experiences and perceptions of GPs.
Methods
The study was initiated and performed by two researchers. AP is a doctoral student with a knowledge of instruments for depression due to participation in a systematic review on the subject. E-LP has extensive experience with qualitative studies in primary care. Data was collected from focus group discussions. The focus group format was chosen instead of interviews since the interactions between participants trigger different views about the subject (7).
Study group
We recruited participants strategically from an urban area (Gothenburg) and a middle size town (Skövde) and its surroundings. The Gothenburg focus groups consisted of GPs who were participating in a randomized controlled trial (RCT) (8) . This study aims at evaluating whether monitoring of the severity of depression with the Montgomery Asberg Depression Rating Scale (MADRS-S), aids recovery. The GPs at three primary care centres (PCC) were invited by CB, the principal investigator of the RCT.
They had received half a day of training by a peer on the use of a structured interview and MADRS-S. In Skövde, GPs at five PCCs were contacted by phone by a trusted colleague. All GPs who could participate on one of two fixed dates were invited. As far as we knew, none of the Skövde GPs had received education on the use of instruments. AP did not know any of the participants. E-LP, who is also coordinator of the RCT (6), had met with the GPs in the Gothenburg groups at information meetings but had no other relations with them. Participants signed informed consent forms and were informed about their right to leave the study and have their respective parts of the discussions erased from the records. Participants were compensated for their contribution with cinema tickets (value 20 euro). Since the focus groups convened after work hours, a snack was served before the discussion.
Thirty GPs accepted to participate but two dropped out and a third was absent due to illness. The remaining 27 GPs were divided into five focus groups ( Table 2) . The participants had worked as GPs for 2-20 years.
Data collection
The focus groups were held between January 2011 and May 2011 and lasted for 1-1.5 hours. The meetings in Skövde took place at the Department of Research and Development in Primary Care. The focus groups in Gothenburg convened at their respective health care centres. E-LP and AP were present at all meetings and served as a moderator and an observer, respectively. The observer wrote field notes to complement the audio recording and also summarized reflections from the researchers after the meetings. A discussion guide with major topics to be covered and probing questions to be asked if necessary was developed by E-LP and AP. It was based on our preconceived understanding and not guided by a specific theory. The topic 'education' was added after the first two meetings (Table 3 ). All discussions were audio recorded and transcribed verbatim by an external transcriber. AP checked the transcripts against the audio recordings and verified their correctness.
Data analysis
We used an inductive analysis, i.e. no codes were decided a priori. The literature on the subject was scarce and we aimed at not excluding potentially important issues prematurely. The transcripts were analysed by systematic text condensation, inspired by Giorgi (9) and modified by Malterud (10) . The process involved four steps. The first was to get an overview of data. Next, units of meaning that could answer the research question were identified from the transcripts. They were sorted into a limited number of relevant code groups that were further split into several subgroups. The meaning units within each subgroup were condensed into one artificial quotation. Finally, the contents of the quotations were synthesized back to the code group level as a story and concentrated into a category heading. All steps in the analysis were performed manually. AP made the preliminary coding and the recontextualization. E-LP independently coded one of the focus groups to validate the findings. Both AP and E-LP checked the final category headings and texts versus the original transcripts. To counterbalance the risk of bias due to preconceptions of the researchers, the results were validated against the original transcripts by a senior researcher and GP (Ingvar Krakau).
The study was approved by the Regional Ethical Review Board of Gothenburg.
Results
Six main code groups emerged from the analysis. They are summarized in Table 4 and detailed as follows.
The agenda is set outside primary care
External actors have an impact on the decision to use assessment instruments. Decision makers at county level, administrators at the Swedish Social Insurance Agency [Forsakringskassan(FK)], psychiatric care and drug companies, all promote the use of questionnaires. The interaction of the GPs with the FK was the most debated issue. The perception was that FK requests an 'objective' score in order to approve sick leave compensation. However, as some participants expressed, this could be exploited by the GPs: a score could be used as a means to push the need for sick leave, thus promoting the chance that the agency would approve the claim. In the same way, adding the score from a severity measure could facilitate referral to acute psychiatric care:
We are doing this only to press the patients forward in the system. [male 6 (M6) FG 2] Ultimately, GPs stressed that the decision of when and why to use an instrument must lie with the individual physician. They feared a situation where decision makers introduced incentives to control the use of instruments. Reflect on the probability that the patient is not honest when filling in a self-rated questionnaire Reflect on your considerations if your perception of severity of depression does not match the score in the rating scale Final question a : What kind of education have you received on use of instruments for depression? a These questions were only brought up by the moderator if the focus groups did not address them.
Instruments seldom add value for the GP
All GPs emphasized that they based their management of depressed patients on their own experience. Questionnaires were of limited value and structured interviews were of no value at all. One GP compared it to driving a car:
The beginner has to think before each action whereas the experienced person drives automatically. With questionnaires, it feels like going back in development and starting at a more basic level where you give every detail the same importance although you in reality can drop most information rather quickly and concentrate on a few things in order to get a clue. (M2 FG1)
The participants judged that questionnaires helped them to collect data systematically. However, there was a concurrent loss of information because the GP could not pay attention to nonverbal information such as body language and inhibitions during the rating. The GP also Some of the GPs felt that the patient's confidence in the doctor would be jeopardized: is this a doctor that needs to rely on questionnaires?
The dialogue with the patient suffers Most participants perceived that the consultation was affected negatively when an instrument was used because it hampered the narrative of the patient and the listening of the GP. The participants emphasized that the core of the consultation is that the patient can tell its unique life story with own words. Most GPs felt that if the meeting started by going through a standardized questionnaire, it would direct the remaining part of the consultation:
Because then it is said and done and we should of course follow up and have a normal consultation talk but in some way both parties are locked by this protocol. (M7, FG3) .
The use of a questionnaire may also hamper the ability of the GP to be an active and engaged listener. The GPs pointed out that patients expect full attention, a good dialogue, discussions and reflections. Most GPs perceived that handling questionnaires during the consultation distracted them and alienated them from the problems of the patient.
The scores cannot be trusted
The GPs were uncertain whether they could trust the patients' self-ratings. Many perceived that the questionnaires are too simple to capture a complex disorder such as depression:
...you doubt -could it be this simple? Could this really represent the truth? (M6, FG2)
The GPs were concerned that the score might be biased for several reasons. Many had encountered patients who had misunderstood the questions and changed their ratings when the GP explained how the questions should be interpreted. Another source of unreliability, according to some GPs, is that the score is self-rated, which leads to subjectivity. A severity score is then dependent on how sensitive patients are to their problems: The risk that patients boosted their symptoms was brought up frequently.
...but I think that we may also be manipulated. Symptom scales are available on the Internet and you have threads on Flashback on how to proceed in order to get a sick leave. (M5, FG2) However, most GPs believed that patients were truthful.
The instruments do not fit primary care
Practical issues such as when and how to introduce the instruments during the consultation were frequently addressed. Some GPs were satisfied with their own routines and shared their experiences of sending the questionnaires home to the patient or letting the patient take his/her time filling in the questionnaire during the consultation. However, most GPs felt uncertain about how the instruments should be integrated in the consultation. The GPs often referred to their lack of training on use of the instruments:
How should I be able to relate to something that I don't know anything about?. (M4, FG2) One GP stressed that although questionnaires were recommended in the regional guideline, the employers had made no effort to educate and train GPs in using them. For the majority of the GPs, the only offer of education was from the pharmaceutical industry while the younger GPs had received some training during medical school.
Many participants emphasized the importance of using time effectively and that the patient story and discussion on how to proceed had higher priority. But, even if the consultation time should be extended, these GPs were unlikely to allocate it to questionnaires. Rather, they would use the time to delve deeper into the patient's story. However, others did not find that limited time impeded their use of questionnaires. The GPs also felt that the use of instruments leads to a more bureaucratic work style and some GPs feared that their work would become more boring if instruments became mandatory. Structured interviews were considered particularly foreign:
It's like you don't bother to think by yourself or don't care. (F5, KG1) .
Several of the GPs concluded that they had no general objections to instruments but felt they were inappropriate with patients with mental problems. It felt wrong or unpleasant to translate emotions into scores:
I use the IPSS-scale in order to evaluate the effects of drugs for prostate hyperplasia which is contradictory in a way. So there is something with the psychiatric patient or its expression of ill being that makes me uncomfortable using questionnaires. (M5 FG2)
Questionnaires are valuable in specific situations
Despite the perceived drawbacks, almost all of the GPs used questionnaires in specific situations. They were useful with silent patients who had problems in expressing themselves. One GP reported the case of a patient who gave only weak signals that she might be depressed. When she filled in a questionnaire it became apparent to both the GP and the patient that she had severe depression. Some GPs used questionnaires after the consultation to check that they had covered all important aspects. More commonly, the GPs used them as a tool to communicate with the patient. The ratings on the various items could be the starting point for a discussion on severity and improvement during treatment. They could also be useful with patients who could not accept the possibility of a psychiatric diagnosis:
Men in their forties can be very hard to convince. They prefer to have an ulcer diagnosis. (F5, FG1) 
Discussion
This study describes perceptions of Swedish GPs regarding the use of assessment instruments for depression to complement the medical consultation. The GPs emphasized the importance of deciding themselves when and how to use instruments. They felt that in general the instruments did not help them to understand the problems of the patients or to manage them. However, instruments could facilitate discussions with specific patient categories, and many examples of these were given. The scores could also be used to facilitate communication with actors outside primary care.
The barriers for use of instruments are recognized from previous studies (11) (12) (13) . As documented by the study of Leydon et al. (12) , GPs felt a push to increase standardization from authorities outside primary care. But the GPs in this study sometimes turned this to their advantage. They could tactically use a rating score if it benefitted the patient, specifically to facilitate sick leave compensation and referral to psychiatric care.
As described in the literature (1), GPs preferred to rely on their own experience and consultation skills. They saw short questionnaires too simplistic and prone to distortion by the subjective feelings of the patient while structured interviews were perceived as being too time consuming and complicated. Furthermore, GPs did not believe that the instruments had any advantage for the health of the patient. Most of these perceptions are currently supported by the literature. Whether instruments for case finding and grading of severity can aid recovery and treatment decisions are unclear (14) (15) (16) . Recent evidence also suggests that many established instruments lack adequate psychometric properties (17) (A Pettersson, K Bengtsson Bostrom, P Gustavsson, L Ekselius, submitted for publication). Whether the patient outcome is influenced by the use of structured interviews during the consultation remains to be seen.
A common point of discussion was uncertainty about how to integrate the instruments in practice. The GPs often linked this uncertainty to a lack of sufficient knowledge. This agrees with the British interview study by Leydon et al. (12) that assessed GP perceptions about the severity measures that were being incentivized through the Quality of Outcome Framework. Leydon et al. suggested that a suboptimal implementation process led to GPs feeling unsecure about how to embed the measures into the consultation. These observations imply that a barrier to the use of instruments is lack of adequate education and training. This suggestion may be supported by the study of Tavabie et al. (18) in which GPs were interviewed before and after training and implementation of a case-finding instrument. They observed that the less experienced GPs felt encouraged to discuss depression when supported by the instrument while the more experienced GPs felt less need to control their patients. These findings were not observed in our focus groups which had received little or no training on use of instruments. Interestingly, the Skövde and Gothenburg groups did not appear to differ in their perceptions which suggest that the short training session given to the Gothenburg participants did not markedly influence their perceptions. This is consistent with current evidence (19) .
Our study was inductive and not based on any specific theory or model. However, its underlying aim was to understand behaviours that could explain the use of the instruments and to link them to one or several underpinning theories. For the GPs in the focus groups, their behaviours resulted from a balance between their desire to work as usual, relying on the consultation and a deliberate decision to use an instrument. No single theoretical model fits with these findings, and the behaviour can be linked to social cognitive theories as well as learning theories. The practice to work as usual seemed to be mainly guided by the selfefficacy of the GPs, as described by Bandura's Social Cognitive Theory (20) . Furthermore, the management of patients with suspected or diagnosed depression by GPs is, to a high degree, a firmly rooted routine. Routines may turn into habits, which can be considered as a repeated behaviour that is established through learning and is rewarded intrinsically or extrinsically. On the other hand, the tactic use of instruments may be explained by the Theory of Planned Behaviour (21) . According to this theory, the strength of the intention depends on the degree to which it results in a desired consequence. In this case, the benefit to the patient becomes a driving force. Importantly, Nilsen et al. (22) suggest that when habit and intention are in conflict, the behaviour is more likely to proceed in line with habit than with intention. They argue that a change in habit probably requires a change in context, e.g. an organizational change.
Strengths and limitations of the study
The recruitment method was a potential source of selection bias as the participants were willing to spend time after work hours on a research project. However, we managed to cover a spectrum of GPs from those with positive or negative opinions about instruments for depression to those who could not explain why they did not use them.
A risk in focus groups is that the respondents modify their opinions either to please the researchers or to avoid conflict with other participants. The GPs in this study did not seem to have any hesitations about expressing conflicting opinions. Therefore, although validity problems cannot be ruled out, the risk is probably small.
Conclusions
This study mostly confirms previous research. Perceptions regarding the negative impacts of these instruments on consultations and of the way in which they reduce the patient's problem to a score seem to be universal and not dependent on the context. In contrast to previous research, most of the GPs in this study had identified one or a few small niches in which they found the instruments to be of value.
This study has some implications. Firstly, the crucial question is whether GPs should change their practice. Based on our findings, some GPs may be motivated to test whether instruments help them to communicate with problematic patients. This aside, our results do not encourage the increased use of these instruments. Scores from most case-finding instruments have a questionable validity and evidence that scores measured by instruments agrees with severity according to classification systems is lacking. Introducing such instruments into consultations per se does not make sense given their perceived drawbacks.
A second implication is that it will be hard to introduce instruments, even if their use is supported by evidence of appropriate psychometric properties. Training and education of such instruments is one apparent strategy to overcome this difficulty. However, as proposed by Nilsen et al., a habit is hard to overcome and theory-driven implementation strategies including changes in context will probably be necessary. This study found that forcing instruments into primary care through incentives would not be a successful strategy.
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